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@ SINCE ITS EARLIEST DAYS, the history 
of the National Tuberculosis Associ- 
ation has been intertwined with that 
of nursing. The early leaders of the 
tuberculosis movement pioneered the 
establishment of visiting nurse asso- 
ciations throughout the country be- 
cause they saw that all TB patients 
could not be cared for in hospitals and 
that therefore care was necessary at 
home. There were few hospitals in 
those early days. 

The alliance between tuberculosis 
associations and nursing is increasingly 
significant today. As TB associations 
move forward with the “Big Push” for 
the ultimate elimination of tubercu- 
losis, nurses will be called upon to do 
much of the day-by-day work. Increas- 
ing numbers of nurses will be needed 
for epidemiological investigation and 
for treatment, case detection, and gen- 
eral health and welfare programs. This 
means that the chronic shortage of 
nurses cited by the Arden House con- 
ferees must be overcome, and that 
nurses must be prepared to carry out 
their specific parts of the push. 

Nursing service and education will 
continue to need the stimulation and 
support of voluntary TB associations 
in this task. Identification of needs for 
service, alertness to changing trends in 
control and treatment, and coopera- 
tion in community efforts to protect 
health are strengthened when the 
nursing profession is allied with TB 
associations. 

In spite of the importance of tuber- 
culosis nursing in the history of the 
profession, relatively few professionals 
have been involved up to now. It has 
been a specialty, practiced in TB 
hospitals and clinics and by special- 
ized public health nurses. Today, how- 
ever, all nurses may be expected to do 
tuberculosis nursing because patients 
are being treated not only in TB hos- 


An Alliance Reinforced 


pitals and clinics but also in general 
hospitals and at home. 

Practically all TB patients either are 
or should be receiving long-term treat. 
ment with isoniazid or other drugs. 
This means that all nurses—those prac- 
ticing in hospitals, private physicians’ 
offices, public health nursing services, 
industries, schools and other commun- 
ity agencies—need to be well versed 
in modern treatment of tuberculosis. 
Because this is a rapidly progressing 
clinical field, strengthening of the alli- 
ance between nursing and TB associ- 
ations is vital. 

At the national level, there is a long 
history of cooperation between nurs- 
ing organizations and the national 
Tuberculosis Association. Today, the 
Nursing Advisory Service, supported 
by a grant from NTA, is administered 
by the National League for Nursing 
and is guided by a representative com- 
mittee appointed by the presidents of 
the NTA and NLN. This alliance adds 
great strength to the programs of both 
the NTA and the NLN. 

On state and local levels, many 
TB associations and leagues for nurs- 
ing have formed _interorganization 
committees so that nursing needs of 


patients and their families can be 


identified and plans for meeting them 
carried out. Individual nurses also 
need the stimulation and support of 
the TB associations. They have tradi- 
tionally sought this help and will con- 
tinue to do so. 

But more than this, the TB associa- 
tions should more fully involve this 
able and well-informed group of citi- 
zens in the voluntary movement. The 
contribution of nurses as board and 
committee members and_ volunteers 
should increasingly augment the con- 
tribution of other citizens working to- 
ward the ultimate goal of elimination 
of TB from the United States. 


EAN South, R.N. 


Director and Public Health Nursing Consultant, 


Nursing Advisory Service of NTA and NLN 
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Health of the 
Migrant Laborer 


@ EVERY YEAR, IN LATE SPRING OR EARLY SUMMER, Caravans 
of old cars and dilapidated trucks start their trek north- 
ward from Florida and Georgia to Delaware. They carry 
men, women, and children coming for the seasonal work 
on the farms and in the canneries. 

These nomadic people are part of the million migrants 
who stream from Florida, Texas, California, and other 
states to hand-gather and process the nation’s “stoop 
crops. 

Disconcertingly, despite the importance of migrant 
workers to the general economy, their living and working 
conditions throughout the nation have been, and for the 
most part still are, poor. Wages of the migrants are low; 
the temporary camps are for the most part shabby and 
unsanitary; pulmonary tuberculosis, venereal disease, and 
other communicable diseases are common. 

The worker and his family often are malnourished. 
This factor contributes to the disease rate, which is 
double that of citizens with higher incomes and more 
stable jobs. 


The above article was written from reports contributed by Frank F. 
Pierson, Jr., and G. Taggart Evans of the Delaware Tuberculosis 
and Health Society; Dr. Maynard Mires, Deputy State Officer, 
State Board of Health; Ward Meredith, Division of Sanitary 
Engineering, State Board of Health; and William Hydecker, 
U. S. Public Health Service. Photos for this article are reprinted 
from Scope Weekly, courtesy The Upjohn Company, Kalamazoo, 
Mich. 


Migrant workers pick beans while waiting their 
turn for an X-ray in the Delaware Anti-Tuberculosis 
Society's mobile unit. The unit carries a complement 

of two X-ray technicians, two serologists and two clerks. ~ 


Maternal and child welfare services for migrants have 
been stepped up. Here a pregnant migrant woman is 
examined by the county nurse after missing a clinic date. 
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For years, migrant workers have been a concern and a 
problem to communities throughout the Great Lakes 
States, the Plains States, the Mountain States, and the 
West Coast States, as well as to the states along the 
Eastern Seaboard. However, following several national 
and area conferences, including the President’s Commis- 
sion on Migratory Labor, the lot of migrants is being 
improved in some places. One of these places is Dela- 
ware. 

In 1956, a committee of public-spirited citizens was 
appointed by the governor of Delaware to study the 
entire migrant labor problem. This was the beginning of 
the Delaware Committee on Migratory Labor, composed 
of state and voluntary health organizations, farm people, 
women’s organizations—all the groups that are interested 
in the migrant labor problem. One of the committee’s 
first requests was for the state board of health to make 
an appraisal of health services needed by the migrant 
workers and to initiate action necessary to establish some 
degree of regular health care. 

Following this appraisal, Delaware has taken vigorous 
action in three areas: housing and sanitation; tuberculosis 
and venereal disease control; and maternal and child 
health services. With these measures, Delaware has 
gotten at the root of the most serious problems affecting 
the migrants’ health. The committee has been operating 


4 


Migrants’ children are taught the rudiments of hygiene. 


for four years, meeting about four times a year, and has 
been able to put the problem into proper focus. The com- 
mittee is now beginning to work on a fourth need- 
education of the migrant workers’ children. 

Over 4,000 seasonal workers are needed to aid the farm 
economy in Delaware. Located at 141 labor camps, they 
harvest and can‘the potatoes, asparagus, beans, and 
tomatoes raised in the three counties of this agricultural 
state. 


Home for the homeless 


Until the Delaware State Board of Health adopted a 
code of housing standards in 1957, housing provided by 
the farmers ranged from simple but adequate to miser- 
able. Conscientious employers were trapped by the gen- 
eral lack of decent minimum standards. They had to 
compete to stay in business, and often the farmer pro- 
viding the least to his workers determined the wages and 
living standards for the migratory workers in the area. 

The picture painted by a U.S. Department of Labor 
study of Delaware migrant camps a few years ago was 
a sorry one: 


In general, the living quarters maintained at the 
camps were the usual unpainted frame type of building 
designed for only temporary use . . . In four camps no 
screens were provided and one had an insufficient 
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Following the X-ray, a blood test is taken by a team member. 


number, thus constituting a distinct health hazard, as 
this was the time of the year when flies are numerous 
and annoying. 

Sleeping facilities consisted usually of built-in beds 
or bunks with some straw, the tenants providing their 
own covers. Tables and chairs were lacking in most 
cases, and only crudely made benches or boxes served 
as seats. 

Cooking arrangements generally were inadequate 

. often community affairs . . . in open sheds. . 
Toilets also were out-of-doors; in some camps they were 
too few in number and offensive, but in others they 
were adequate, clean and plainly marked for men and 
for women. 


The report further states that often entire families slept 
in one room, and that only some of the rooms had elec- 
tricity. In many cases, water was secured from hydrants. 


Delaware acts to regulate housing 


With the adoption of regulations governing housing 
and sanitation, all known camp owners were required to 
send in applications for health permits to operate the 
camps. Information requested included the date the 

borers were expected, the number expected, the crew 
leader's name, and the number of adults and children. 

When the application was received, an inspection was 
made of the camp by a health department sanitarian. 


Minimum standards as to water supply, waste disposal, 
toilet facilities, proper screening, and number of persons 
to be accommodated had to be met before a permit to 
operate a labor camp was issued. During the first year, 
134 camps were licensed; in 1960, 141 were licensed. 

Housing conditions have improved enormously in the 
past four years. Many of the buildings are now of con- 
crete. Camp owners have been encouraged to install 
pressure water supplies to replace hand pumps, to install 
hot-water showers, and to provide a kitchen to eliminate 
cooking in sleeping quarters. There has also been an 
improvement in the cleanliness and maintenance of the 
camps that was not in evidence prior to the adoption of 
the regulations. Another sign of progress is the lessening 
of destruction caused by the workers. The improvements 
could not have been made without the cooperation of 
the camp owners, since they are responsible for maintain- 
ing minimum standards. 

The crew leader is a key man. He acts as father, travel 
agent, landlord, bill collector, and moneylender. The more 
informed and cooperative he is, the better the camp and 
the greater production by the labor force. He is also 
responsible for seeing that his group keeps all medical 
appointments following any health survey findings. 


Health of the migrant 


Providing essential health services to the migrant 
worker is a complicated task. Their mobility, poverty, 
lack of sound leadership, and lack of education present 
formidable problems. Equally discouraging is the mi- 
grant’s acceptanice of poor health as the normal state of 
affairs. Every check has revealed that the health of mi- 
grants is much below the average for every other group. 
As a result, health hazards to permanent residents and 
the incidence of communicable diseases go up. 

A fine example of a cooperative program among official 
and voluntary agencies was developed in Delaware to 
appraise and control the incidence of tuberculosis and 
venereal disease among the workers in the labor camps. 
In 1958, the Delaware State Board of Health, the Dela- 
ware Tuberculosis and Health Society, and the Venereal 
Disease Division of the U.S. Public Health Service joined 
in a continuing survey and treatment program. Both the 
expenses and personnel are shared, and therefore the cost 
of the program is not prohibitive to any one agency. 

In this yearly survey, 85 to 90 per cent of the migrant 
workers have been reached. They are either checked off 
as having been tested in Delaware or another state, or 
they are checked for TB and VD by the team. Not only 
is this done, but suspects are promptly followed up by the 
health department. 


Mobile unit operation 

Because the camps are located in the country, often 
far apart from one another, the three cooperating agen- 
cies decided to take the health program to the farms. A 
mobile unit was provided, and a health educator was 
assigned to contact the labor camp operators and sched- 
ule the surveys. 
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Following is a breakdown of the services provided by 
the participating agencies: 

State Board of Health: Sanitarian, health educator, medi- 
cal supervisor, X-ray technicians, public health nurses, 
statistical personnel, mobile X-ray unit. 

Delaware Tuberculosis and Health Society: Cooperative 
director of the project, clerical aid, film supplies, health 
and registration cards, film reading, maintenance of 
X-ray unit. 

Public Health Service Venereal Disease Division: VD 
investigator, technicians, clinicians, clerical aid on mobile 
unit, drugs and supplies. 

The program has now been in operation for three years, 
and the team is ready to begin a fourth season. Briefly, 
the program is carried out in this manner: The mobile 
unit carries with it a full complement of two X-ray tech- 
nicians, two serologists, and two clerks. As each migrant 
laborer walks on the bus, a registration card is filled out. 
First the 70 mm. X-ray is taken and then a blood test is 
taken at a table placed outside the bus. 

Results from the cooperative survey show that there is 
a continuing need for a yearly program. Figures show 
that in 1960 out of 3,181 workers X-rayed, 7 cases of active 
tuberculosis were discovered. In 1958, 8 active cases of 
tuberculosis were diagnosed; in 1959, 9 active cases were 
found. 

In the 1960 serology survey, 11 per cent of the migrants 
were found to have VD. A total of 366 of the 3202 mi- 
grants tested were positive. There were similar findings 
in 1958 and 1959. 


Prompt follow-up is the key 

The key to success of the TB and VD control program 
is prompt follow-up. The 70 mm. X-ray films are read 
within three days. When a suspicious film is identified, a 
public health nurse calls the farmer and tells him that 
there is something wrong with a worker's chest. The man 
is brought by the farmer or the crew leader to the county 
health unit for a large X-ray. Within five days from the 
time the original small film was taken at the field, the 
large film is read. If the case looks urgent, the film is 
read wet. 

If the large X-ray shows positive findings, the farmer 
is called, and the man is taken either to the hospital or 
he is sent back home. He cannot stay on the farm. 

The migrant workers are surprisingly willing to go to 
the hospital. There is no difficulty at all in getting them 
them for treatment or even for a ten-day bacteriological 
workup. They will do anything to get well. 

The follow-up is not only prompt but it is complete. 
About 90 per cent of those who have suspicious readings 
on small film are brought in for larger X-rays. The other 
10 per cent represents those who skip out. The addresses 
and health findings on this 10 per cent are forwarded to 
the health departments in the areas where they are pre- 
sumed to have migrated. ; 

In 1960, which is a typical year, a total of 53 tubercu- 
I-sis and cancer suspects were recalled for larger X-rays, 
and through the cooperation of public health nurses and 
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employers, 48 of those suspects reported to the clinics, 
Follow-up of VD findings is just as prompt. 

A useful tool employed by the team is the health 
card. Within one week from the time the worker hops off 
the mobile unit, he receives a wallet-size card giving his 
name, address, social security number, date, and results 
of the chest X-ray and serological test. The Delaware | 
health card is recognized in other states, and Delaware 
recognizes other cards. No attempt is made to duplicate 
services already performed elsewhere. 


Maternal and child health services 


Unlike many communities in other states, regularly 
scheduled county health department clinics have always 
been open to migrants and their families in Delaware. 
Nevertheless, because it was recognized that migratory 
workers and their families have more illnesses and receive 
less medical care than the rest of the population, it was 
felt that some maternal and child health services should 
be carried directly to the camps. 

This was done in Sussex County, where, although there 
are fewer camps, large numbers of migrant children may 
be found in one location. For the past four years, the 
Migrant Ministry of the Council of Churches has main- 
tained a day care center in the town of Staytonville. 
A special Well Child Conference has been set up at the 
day care center, and a total of 352 children have been 
followed up in 16 such clinics over the past four years. In 
addition, the clinic in Milton has accommodated 185 
children in 8 clinics held during the past three years. 

In Kent County, where two-thirds of the camps are 
located, only small numbers of children may be found at 
any one camp site, and it is not feasible to take the 
services to them. Rather, they are encouraged to attend 
the regular health department well child conferences 
which are held frequently in several towns. 

Medical personnel serving these clinics note that a 
great deal of sickness and disease is found among the 
mothers and the children. Many referrals are made to 
other divisions of ‘the state board of health and other 
state and voluntary agencies for correction of these 
deficiencies. 

2 

Former Secretary of Labor James P. Mitchell summed 
up the needs of the migrant workers at the February 1959 
National Advisory Committee of Farm Labor hearings in 
these words: 

“The migrant and his family are lonely wanderers on 
the face of our land. They are living testimonials to the 
neglect that is possible in a wealthy and aggressive econ- 
omy that prides itself on the protection of the individual. 
They have no lobby—no power at the polls. Their lot often 
seems hopeless. But if we really want to help, we can— 
continuously, undramatically in action, not mere words. 
We must, for the migrant is a charge upon the conscience 
of us all.” 

Delaware is carrying out just such an undramatic but 


continuous program for the migrant worker. . « 
—L. M. F. 
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SOUTH 
CAROLINA 


On a warm pay last year, a tall Negro in his 
fiftiés arose in the back of the room. He spoke with deep 
emotion and strong conviction. Step by step he led the 
audience through his experiences as a tuberculosis pa- 
tient: his discovery that he had contracted TB, his leaving 
the hospital within a short time, his later return, and the 
vocational training that had enabled him to set up his 
own shop and provide for his family. 

He concluded with a promise to work diligently in the 
tuberculosis program. Furthermore, he challenged each 
of those present to accept responsibility for trying to solve 
tuberculosis problems by working among friends, neigh- 
bors, and groups to which they belonged. 


Leadership Training Institute 
The occasion was a Leadership Training Institute held 
for some sixty volunteer workers in Negro programs in 
South Carolina’s Sixth Congressional District. The train- 
ing institute is one of a series which is being sponsored 
by the Advisory Committee for Negro Programs of the 
South Carolina Tuberculosis Association. 
Frances Neel is executive secretary of the South 
Carolina association. Prior to her appointment 
in this state, she was director of field service 
for the Florida association. Miss Neel has 
served as a member of the Southern TB Con- 
ference Executive Council and as chairman of 
the NCTW Rehabilitation Committee. For the 
past three years, she has been a member of the 


NCTW Governing Council. 


ver Appi Leadership 


Frances Neel 


To discover and train leaders who will participate in 
the program of tuberculosis eradication is one of the 
goals of the advisory Committee, and the above incident 
is proof that it can be done. This previously undiscovered 
leader from one of the counties represented at the Insti- 
tute has since made talks to groups in his area, partici- 
pated in community activities and recruited additional 
volunteers. He is one more volunteer leader in the educa- 
tional program of tuberculosis associations in South Caro- 
lina. 

In recent years, great strides have been made in over- 
coming tuberculosis among Negroes in South Carolina. 
However, there is still a long way to go. The Advisory 
Committee for Negro Programs is a group set up to help 
fill the pressing need for more informational programs 
for Negro communities and wider participation of these 
communities in TB work. 


Health is comparatively poor 

Briefly, this is the problem: 
@ Many Negroes live in South Carolina. In twenty of 
forty-six counties, the Negro population is over 50 per 
cent, and in eleven counties over 35 per cent. Thirty-nine 
per cent of the total population is Negro. 
@ Tuberculosis is high among this group. In 1957, 66 
per cent of reported tuberculosis deaths and 52 per cent 
of the newly reported cases occurred among Negroes. 
@ The general health status of Negroes is poor compared 
with that of the white population and with national 
standards. The U.S. Public Health Service recommends 
maternal and infant death rates as good indexes of health 
conditions. In South Carolina, 74 per cent of the maternal 
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deaths and 61 per cent of the infant deaths occurred 
among Negroes in 1958. 

@ The culture is predominantly rural. To reach the 
people who need information is a difficult task. The 
most highly organized groups are schools and churches, 
but these are overloaded with all kinds of extra activities 
and are not able to take on a tuberculosis program. 
Farm and home demonstration agents promote health, 
but they, too, feel the need for additional health programs 
and activities. 


Outgrowth of former auxiliary 


The Advisory Committee for Negro Programs is an 
outgrowth of a former South Carolina Tuberculosis Asso- 
ciation auxiliary which was created during the forties. 
The original group gave guidance to the state staff in the 
development of a program for tuberculosis control among 
Negroes. A number of meetings were held at the state 
level for sizable numbers of volunteer workers and stu- 
dents, but the program did not filter down to the local 
communities. 

Several years ago, some members of the auxiliary 
covered a number of local “kick-offs” and spoke at local 
meetings. However, recruitment of additional volunteers 
and stimulation of participation was not realized. Audi- 
ences heard but did not become involved; they were 
spectators to programs. Their main activity was to con- 
tribute to a fund-raising campaign. A group of dedicated 
people among the auxiliary was aware of the limitations 
of the auxiliary activities and was interested in strength- 
ening the group. 

John H. Martin, president of the South Carolina Tuber- 
culosis Association at that time, had encouraged and 
supported tuberculosis programs for Negroes for many 
years. He encouraged re-organization of the Advisory 
Committee for Negro Programs and met with the small 
group from the auxiliary to plan the reorganization. 


New committee organized 


The new advisory committee was organized on a con- 
gressional district basis in order to provide small area 
working groups. Representation on the new State Advi- 
sory Committee from each of South Carolina's six dis- 
tricts was limited to a maximum of four members, with 
at least one representative for each district. Representa- 
tives were to serve for one year. 

A nominating committee reviewed a list of suggested 
representatives. When local associations submitted a 
name to the committee, they also submitted information 
regarding the individual's occupation, interests and activi- 
ties. Thus, the nominating committee was able to select 
a widely representative group, with membership includ- 
ing both new and long-time volunteer workers, among 
whom there are teachers, ministers, farm agents, business 
men, club women and physicians. 

Letters were written by the SCTA president to each 
prospective member. The duties and responsibilities were 
outlined, and the nominee was requested to attend an 
organizational meeting. 

The first meeting for the new committee was held in 


March 1959. Mrs. Thelma Morris of the National Tuber. 
culosis Association, who had worked for many years with 
the former auxiliary, was the principal speaker. Mr 
Morris outlined the TB problems in South Carolina, ey. 
plained the association’s objectives and methods, sug 
gested a number of activities for the committee, and 
challenged each member to accept responsibility. The 
SCTA president also spoke, outlining the opportunitig 
for service. 


Objectives outlined 


At this organizational meeting, the members expressed 
a desire for a leadership training institute to be held as 
soon as possible. A two-day training institute was ar 
ranged and held at Claflin University in June 1959, 
There were speakers from the TB control division, the 
state board of health, from a local board of health, anda 
tuberculosis hospital. Mrs. Morris attended and directed 
the institute. At the closing session the Advisory Com 
mittee for Negro Programs established its objectives: 


1. The development of programs designed to interest 
and inform the Negro segment of the population. 

2. The promotion of increased income for tuberculosis 
association programs. 

3. Provision of assistance and guidance to the SCTA 
professional staff in the development of programs. 


District Leadership Institutes 


In order to carry out the first two objectives of the com 
mittee, Leadership Institutes will be held in each com 
gressional district. The first one was in the Sixth District 
last April. The Sixth District representatives on the com 
mittee planned the program, arranged for a meeting place 
and appointed a local committee to handle the arrange 
ment for physical facilities and lunch for the group. 
County associations in that district submitted lists of par 
ticipants to be invited, and individual invitations were 
sent from the state office. 


Since the Sixth District meeting in April, 1960, there 
have been increased efforts in most of the nine counties 
represented. Those who attended went back to their com- 
munities with facts about tuberculosis as a disease, knowl. 
edge of the services available for TB victims, and 4 
determination to use this information to good advantage. 
A group of leaders from one county who attended the 
institute organized and held a similar institute in October. 
Every community in that county was represented at the 
county institute. 

At a recent meeting of the State Advisory Committee, 
plans were made for a Leadership Training Institute in 
the First District. A planning committee has been ap 
pointed and has planned a program, the place has beet 
determined, and a local committee is making arrange 
ments. 

Tuberculosis is a problem that must be met on the state 
and local level. The State Advisory Committee for Neg? 
Programs is one aspect of the South Carolina Tuberculoss 
Association’s intensive efforts to bring tuberculosis under 
control among all the citizens of the state. 
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The Tuberculosis Program 


Of the US Public Health Service 


Edward T. Blomquist, M.D. 


@ THE TUBERCULOSIS PROGRAM is located, not in an impres- 
sive white marble office building along one of the broad, 
tree-lined avenues of the nation’s capital, but in a par- 
tially converted warehouse on the other side of the 
tailroad tracks. However, like most other programs in 
the Washington bureaucracy, it gets its business done 
without glamor. 

program, under one organization symbol or an- 
other, has been in existence since 1942, and thus we are 


among the veterans in the health and welfare agencies. 
At the present time, 164 people work in the Tuberculosis 
Program, 128 in research and the other 36 either in Pro- 
gram Services or the Office of the Chief. For the current 
fiscal year (July 1, 1960—June 30, 1961) Congress appro- 
priated $6.5 million for tuberculosis control. Four million 
dollars went directly to the states for grants-in-aid, and 
nearly $2 million will go into our research activities. 
The $4 million in grant-in-aid funds that go to the 
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States is just a drop in the bucket, compared to what the 
states themselves put into their tuberculosis programs. 
Last year they spent over $300 million on two items alone. 
Some $280 million went for hospitalization and another 
$30 million for control activities. This is in addition to 
the many other millions they spend for construction, 
research, and other related activities. (Other federal 
agencies, such as the Veterans Administration, also play 
a major role in tuberculosis control. ) 


Organizational setup 


Under the American system of government, the respon- 
sibility for the control of tuberculosis, as for all health 
matters, is reserved for the states, and every state has its 
own program, operating separately from both the federal 
government and each other. Through the years, however, 
we have established a cordial relationship with the states 
which allows the national effort to move forward smoothly 
and productively. 

We are frequently asked whom we are responsible to. 
In the chain of command, we report to the Division, 
which reports to the Bureau, which reports to the Service, 
which reports to the Department, which reports to the 
President—who reports to the citizens of the United States 
who, in turn, every four years have an opportunity to 
show their approval or displeasure. Furthermore, each 
year the Congress scrutinizes our proposed program and 
requests for funds before appropriating the funds with 
which we operate. 

We also have our Tuberculosis Control Advisory Com- 
mittee, established by the Surgeon General in 1957, which 
“consults and advises the Tuberculosis Program on poli- 
cies and program in tuberculosis control.” This committee 
meets twice a year and is made up of outstanding experts 
in the field of tuberculosis control. When special issues 
come up, such as X-rays and radiation or BCG, or, most 
recently, Arden House recommendations, we call upon 
special committees for advice. 


Work of the Tuberculosis Program 


So much for the background. What sort of work do 
we do? The answer is: We provide services and do 
research. Let’s look at services first. Although in the 
early days a good deal of our effort went into the mass 
X-ray surveys, we have always been concerned with the 
problem of providing services for the people already 
known to have tuberculosis as well as for the previously 
unknown cases which were discovered by the screening 


]]]] 


Edward T. Blomquist, M.D., chief of the Tuberculosis Program, 
has been a Public Health Service commissioned officer since 1941. 
He joined the Tuberculosis Program in 1948 and was made chief 
of the Program in 1954. Since last fall, when the Program be- 
came a part of the Communicable Disease Center, he has also 
been an assistant chief of the center. Dr. Blomquist meets regu- 
larly with the NTA Board and its committees, and he and his staff 
work closely with NTA affiliates. Dr. Blomquist himself is a board 
member of the District of Columbia Tuberculosis Association. 


programs. Five years ago when our non-hospitalized 
patient study revealed that a considerable portion of the 
people with active disease were not getting services, or 
in many cases even drugs, we started putting more and 
more effort into helping the states develop the kind of 
out-patient programs which would be effective and which 
these people would accept. Although some progress has 
been made, the provision of services to patients outside 
the hospital still remains the most pressing need in tuber- 
culosis control today, and the Arden House Recommen- 
dation on this matter has proved to be a valuable asset, 

This sort of program involves careful planning to assure 
that our limited resources—both in personnel and funds 
—are put to the best use. Our method is to have members 
of our staff spend sufficient time in the states to become 
thoroughly familiar with their particular programs and 
problems so that we can give intelligent assistance where 
it will count and so that the state will be able to use the 
help we give for long-term gain. On a given day, for 
instance, one of our physicians might be meeting with 
officials of a state health department, discussing local 
problems and what support, either tangible or moral, we 
might be able to give. 

Although we work with all the states, there are 15 
which have big tuberculosis problems and lower-than- 
average resources with which to meet them, and in these 
states we are making special efforts. So, while our physi- 
cian is out in the field, he will probably get together with 
some of our people who are assigned in the states. It may 
be in the one where clinic services had been available 
only in two cities and where a physician has now been 
assigned to set up clinics throughout the state, or it may 
be in one where another doctor is assigned to help coor- 
dinate all tuberculosis activities. 

A records consultant from our staff might be spending 
some time in a county where the Program is supporting 
an all-out attempt to eliminate a serious tuberculosis 
problem. The object of this visit would be to assure that 
the “bookkeeping” is complete enough to determine what 
progress is being made. 

In a state which is setting up clinic services, social 
problems have been found to be frequent obstacles to 
both hospitalization and out-patient treatment. We are 
trying to get a social worker to help out there, and one of 
the workers from our office might be out trying to find 
the particular kind of person the situation requires. 

We are also concentrating on improving nursing serv- 
ices, and on our hypothetical day all three of our nurses 
might be out in the field. One might 
be with the PHS nurse who is on 
assignment to improve local services 
in one state. Another might be check- 
ing on the progress of a special project 
which is attempting to use public 
health nurses’ aides to relieve nurses 
of non-nursing duties and free them 
for professional services to patients. 
Our other nurse might be helping in 
a tuberculosis workshop for nurses. 
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Research and statistics 


The Program, however, is not running a travel bureau. 
As important as it is to keep in close contact with the 
people in the field and the states, somebody has to stay 
home and keep track of what is going on. To make a 
successful attack on tuberculosis, it is vital to have good 
intelligence about ali aspects of the disease. One of the 
chief sources of this intelligence is the reports on mor- 
tality and morbidity which each state sends in annually. 
Our staff studies and analyzes and publishes these data 
for use not only by us but by everybody working in 
tuberculosis control. 

The outflow of information is as important as the 
inflow, and therefore we write and distribute a wide vari- 
ety of articles and publications on control, treatment, and 
research for use by professional workers in the field of 
tuberculosis control. 

Research into the scientific aspects of the behavior of 
tuberculosis in human and animal populations takes the 
largest part of our staff and budget. This work involves 
large-scale, long-term investigations into a number of 
factors that have direct application in tuberculosis 
control. 

Our early work involved studies of tuberculin sensi- 
tivity, the fungus diseases, BCG vaccination, and the 
epidemiology of tuberculosis infection and disease. When 
streptomycin, the first of the new anti-tuberculosis drugs, 
was introduced there was concern that, because of the 
great desire for an effective therapeutic agent, the drug 
would be put into wide use before its true value was 
known, and we undertook the considerable task of inves- 
tigating streptomycin. 

This was a large-scale study, and we worked closely 
with tuberculosis clinicians throughout the country who 
voluntarily pooled their facilities and case material. In 
this arrangement, the physicians took care of the patients 
while the Program did the organization and coordination, 
assigning treatment regimens, analyzing the data, and 
providing financial assistance to the hospitals to meet 
special study expenses. 

This work set the pattern for the continuing evaluation 
of a whole series of drugs, and since the beginning of the 
first study in 1947, the cooperative group, with our Wash- 
ington office doing the coordinating, has undertaken ten 
additional trials. More than 10,000 participants in 32 
different hospitals throughout the United States have 
been treated with a total of 24 different antimicrobial 
regimens in the course of these trials. 

Our work on prophylaxis began in 1954 with another 
cooperative study to determine whether isoniazid might 
have some effect on preventing the complications of pri- 
mary tuberculosis in children. Starting in 1955, this 
project eventually included 2,750 children in 33 pediatric 
clinics throughout the U. S. and in Mexico City, San Juan, 
and Toronto. This research led us into a second and much 
larger project to investigate isoniazid’s effectiveness in 
preventing new infections as well as in preventing tuber- 
culous disease among people already infected. This 
undertaking, also a cooperative one, takes in some 65,000 


participants in 82 communities and 39 institutions. An- 
other study is being conducted on the possibility of 
preventing the activation of inactive disease. 


Improvement of tuberculin test 

We are deeply involved in research to improve the 
specificity of the tuberculin test. At the present time, this 
test is the only method available for screening large 
population groups to identify those who have or have 
not been infected with the tubercle bacillus. However, 
this test is not completely specific for tuberculosis infec- 
tion; a reaction may represent infection with one of the 
so-called “atypical” or unclassified mycobacteria which 
are being identified with increasing regularity. We are, 
therefore, urgently concerned with developing a practi- 
cal and efficient way of distinguishing tuberculin sensi- 
tivity caused by a naturally acquired tuberculous infec- 
tion from that caused by the unclassified mycobacteria. 

Our attack on this problem is going on both in the 
laboratory and in the field. The laboratory work involves 
studies on the infecting and sensitizing properties of the 
unclassified mycobacteria; the field work centers around 
comparative skin tests with tuberculin and other antigens. 
In cooperation with the Navy Department, our Tubercu- 
losis Program nurses skin-test recruits entering the train- 
ing centers at the Great Lakes and San Diego. This, 
incidentally, calls for a good hand with the needle, since 
to date, nearly 250,000 recruits have been tested so far, 
and the program is still in full swing. 

We are also testing newly admitted patients in 17 
different tuberculosis hospitals in 10 states in a similar 
program. Field studies of sensitivity to fungus antigens, 
including histoplasmin, coccidioidin, and blastomycin, as 
well as other newly prepared antigens, are continuations 
of the work begun when we first started business in 1942. 

Tuberculosis control has come a long way in the past 
19 years, and we take pride in our part in it. We are 
enthusiastic about pushing forward toward the ultimate 
eradication of tuberculosis as a national public health 
problem. By continuing our two-pronged attack of serv- 
ices and research we hope to help speed the day when 
this goal is reached. « 
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@ 4 STUDY OF THE SECRETIONS of any 
diseased organ system may furnish 
important clues to the nature of the 
trouble. Proper examination of the 
sputum is often invaluable in the study 
of respiratory diseases. It is true that 
procedures such as the chest X-ray, 
skin tests, serologic tests, bronchos- 
copy, and biopsy, along with the basic 
history of the illness and the physical 
examination, will often strongly sug- 
gest the correct diagnosis. But these 
symptoms, signs, and X-ray shadows 
are often non-specific, and even a bi- 
opsy of lung tissue or a lymph node 
may not be absolutely diagnostic. 
Under these circumstances the iden- 
tification of characteristic cellular 
structures or microérganisms in the 
sputum can establish the diagnosis 
without question provided the mate- 
rial for examination has been collected 


and handled properly. 


The respiratory tract 

The respiratory tract is lined by a 
mucous membrane consisting mainly 
of tall, thin cells equipped with tufts 
of tiny hair-like structures called cilia. 
Each cell has an average of 270 cilia 
which sweep material with a wave- 
like motion from the lower part cf the 
bronchial tree upwards toward the 
throat. Scattered between the epithe- 
lial cells are numerous mucus-produc- 
ing goblet cells, and under the cell 
layer are many small glands which 
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Its Importance in the Diagnosis of Pulmonary Diseases 


Emanuel Wolinsky, M.D. 


secrete mucus and watery substances. 
It has been estimated that the normal 
respiratory tract produces approxi- 
mately 3 ounces of secretion daily. In 
certain disease states, this secretion 
may increase tremendously. 

Nature has provided several mech- 
anisms for keeping the respiratory 
tract clear of foreign material. Dust, 
carbon particles, bacteria, cellular 
debris, and other substances are 
trapped in the mucus secretion and 
brought toward the larynx by the 
wave-like action of the cilia. Once 
raised to the larynx, the secretions may 
be brought into the throat by cough- 
ing or throat-clearing and then either 
swallowed or expectorated. 

When one wishes to collect sputum 
for examination, one must first explain 
to the patient what sputum is and 
where it comes from. He must be 
instructed not to deposit saliva or 
post-nasal drip into the container, but 
only the material that is brought up 
from the chest by coughing or throat- 
clearing. If the examination is per- 
formed on saliva or on material origi- 
nating in the nose, the results will be 
meaningless. 

Collection and examination of 
sputum for acid-fast bacilli 

The specimen should be collected 
in a sterile, wide-mouth bottle or dis- 
posable cardboard cup. The length of 
the collection period will depend on 
the amount of sputum produced. Usu- 


ally a twenty-four-hour collection in- 
cluding two early-morning specimens 
is adequate, but if sputum is scanty a 
two- or three-day collection is better. 
A few hours will be sufficient when 
the amount of sputum is abundant. 
Proper examination should include 
both microscopic examination and 
culture. A direct smear is made by 
rubbing a carefully selected portion 
of the specimen on a glass slide and 
applying a stain which will make the 
bacilli visible under the microscope. 

If the direct smear is negative, one 
can try again with the material con- 
centrated as follows: 

Before planting on culture medium, 


' the specimen is treated with sodium 


hydroxide to kill any other micro- 
érganisms which may be present and 
to render the specimen homogeneous 
and fluid. Tubercle bacilli are quite 
resistant to the action of sodium 
hydroxide. The liquefied specimen is 
then placed in the centrifuge, and 
the bacteria are spun down to the 
bottom of the tube by centrifugal 
force. This centrifuged sediment is 
planted on the culture medium and 
placed in an incubator to grow. 
Growth of positive culture will usu- 
ally be apparent by the third or fourth 
week of incubation. In most labora 
tories, cultures are held for six 
eight weeks before they are report 
as negative. An experienced labora- 
tory technician can recognize a colony 
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of Mycobacterium tuberculosis by its 
appearance on the culture medium. 
Other mycobacteria which resemble 
tubercle bacilli in the stained smear 
can usually be differentiated on cul- 
ture by their pigmentation and their 
characteristically different colony for- 
mation. There are certain other labo- 
ratory tests available which make it 
possible to ages the colonies as 
Mycobacterium tuberculosis with a 
fair degree of certainty. 


Drug-susceptibility tests 

A small percentage of new tubercu- 
lous infections is caused by strains of 
tubercle bacilli resistant to the action 
of one or more of our presently avail- 
able antituberculosis drugs. Presum- 
ably, these infections were acquired 
from an individual who had previ- 
ously been treated with these drugs. 
In some parts of the world this prob- 
lem is beginning to assume major 
clinical and public health importance. 
For this reason, as well as to help in 
the identification of unclassified myco- 
bacteria which are usually partially 
drug resistant, drug-susceptibility tests 
should be done on every initial posi- 
tive culture. Such a determination 
should also be made when a second 
course of drug treatment must be 
given, since an intelligent choice of 
new drugs for this second course can 
not be made without the knowledge 
so gained. 

The drug-susceptibility test is per- 
formed from sputum prepared in the 
same way as for ordinary culture. If 
there are many bacilli present in the 
specimen, a direct drug-susceptibility 
test can be done. The specimen is 
homogenized and centrifuged, and 
the sediment is then planted on tubes 
of medium containing various con- 
centrations of the drugs to be tested. 
The results are interpreted by a com- 
parison of the growth in the drug-con- 
taining tubes with that in the tubes 
without drugs. The results should be 
available within four weeks. An in- 
direct drug-susceptibility test may be 
done by planting, on a similar set of 
tubes, the homogenized growth from 
the original culture. The results of 
indirect drug-susceptibility tests are 
not available for six to eight weeks or 
occasionally longer. 


Other means of 
obtaining sputum samples 

There are other means of obtaining 
a sample of sputum when the patient 
seems unable to produce one. By gas- 
tric lavage in a fasting patient, one 
obtains from the lungs the secretions 
which the patient has unknowingly 
swallowed during the night. It should 
be processed without delay since the 
acidity of the gastric juice is detri- 
mental even to the hardy tubercle 
bacillus. In the laryngeal swab pro- 
cedure, a cotton swab picks up 
sputum from the back of the throat 
and from around the larynx. One may 
utilize the tracheal lavage technique 
in which a small amount of sterile 
saline is squirted into the trachea. 
This makes the patient cough, and the 
resultant material is collected. Even 
in patients who produce no sputum 
spontaneously, some secretions may 
be obtained from the lower respiratory 
tract by the inhalation of aerosolized 
warm saline solution. It should be 
emphasized that none of these meth- 
ods is superior to the simple collec- 
tion of sputum by the patient if he is 


able to raise secretions from his chest. 


Collection and examination 
of sputum for fungi and 
pyogenic microorganisms 

For this procedure it is essential to 
have a fresh specimen recently expec- 
torated into a sterile receptacle and 
examined within one hour. Here too, 
the patient must be instructed and 
encouraged to produce the proper 
specimen. An unstained wet mount 
is made by placing a fleck of purulent 
material on a slide, adding a drop of 
10 per cent potassium hydroxide, 
applying a cover slip, and examining 
the specimen under the microscope. 
One may then see elastic tissue, yeast 
bodies, mycelium of fungi, and other 
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from 1953-1955, and chairman of that committee from 1955-1957. 


abnormal elements. 


One may also make a direct smear 
similar to that described above for 
tubercle bacilli. A Gram stain or other 
appropriate stain may be used to help 
identify various bacteria or fungi un- 
der the microscope. By these proce- 
dures one can recognize the cause of 
most acute pneumonias and some of 
the fungus infections of the lung. Spe- 
cial stains are used to demonstrate the 
organism that causes histoplasmosis. 


Cultures for fungi and pyogenic or- 
ganisms are made by carefully select- 
ing a small fleck of material and 
inoculating it on the proper culture 
medium. It has been demonstrated 
that cultures made from different 
areas of a specimen of sputum may 
yield different organisms. For this rea- 
son it is more accurate to culture from 
three different areas or to homogenize 
the specimen with enzymes before the 
cultures are made. 


For the ordinary pyogenic organ- 
isms, culture results are available in 
18 to 24 hours, but many of the fungi 
require several days and sometimes 
weeks to grow. 


Collection of sputum 
for eancer cells 

The question of cancer of the lung 
is often raised in the differential diag- 
nosis of pulmonary diseases. One of 
the established methods of detecting 
lung cancer is the identification of 
cancer cells in the sputum. For this 
examination, the sputum is expecto- 
rated directly into a bottle of fixative, 
usually 10 per cent formalin. A single 
expectoration is collected and sent to 
the laboratory without delay. There 
the specimen is smeared on glass 
slides, processed through various fixa- 
tives, and stained by special cytologic 
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stains. It may be necessary to examine 
many such specimens before a positive 
result is obtained; a number of nega- 
tive results does not preclude the pos- 
sibility of cancer. 

The following case report illustrates 
the importance of bacteriologic study 
of the sputum: 

A fifty-year-old man was admitted 
to the hospital with the chief com- 
plaints of cough, blood-streaked spu- 
tum, loss of weight, and pain in the 
right side. He had been sick for ap- 


proximately two months. There was no | 


previous history or family history of 


tuberculosis. The patient was found to 


have a high fever, a rapid pulse, and 


severe cough. A large area of dense | 


pneumonic infiltration in the apex of 
the right lower lobe was noted in the 
chest X-ray. There was also some 


mottling throughout the left lung. The | 


white blood cell count was elevated. 
Several examinations of the sputum 
failed to reveal acid-fast bacilli. Skin 
tests with PPD, histoplasmin, blasto- 
mycin, and coccidioidin were all nega- 
tive. 

On the day after admission, a direct 
smear of the sputum stained with the 
Gram stain revealed many long, thin, 
branching filaments which were iden- 
tified as Nocardia. Within four days 
the culture grew many colonies of No- 
cardia asteroides. A sulfonamide drug 
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Your President 


Looks at the NTA 


(The Bulletin asked President De Young for his impressions as his 
term draws to a close. Mr. De Young speaks from the standpoint 
of active participation of over a quarter century with one of the 
larger constituents and of 14 years with the NTA.) 


@ THE CURTAIN IS ABOUT TO FALL on 
another NTA administrative year, but 
I shall direct my comments to unfin- 


| ished tasks. These are what need at- 


tention, not what history has already 


' recorded. Conditions in the health 


field, as in the world, are constantly 
changing. A recurring evaluation and 
appraisal of program activities, fund 
raising, organization, and procedures 


| is necessary. 


| 


(Sulfisoxazole ) was administered, and | 


the patient made a slow but complete 
recovery. Unless the diagnosis is cor- 
rectly made and the proper therapy 
promptly instituted, pulmonary no- 


cardiosis is usually fatal. 


In summary, to obtain best results 
from examination of the sputum in 
diagnosing lung disease: 

1. The patient should be thoroughly 
instructed on collection of the 
specimen. 

2.The specimen should be exam- 
ined as soon after collection as 
possible. 

3. Microscopic examination of fresh 
specimens and stained smears 
should be more widely employed. 

4. Microscopic observations should 
be confirmed by culture. 

5. A positive finding by these vari- 
ous methods may clinch the diag- 
nosis; negative findings do not 
exclude a diagnosis. 


What of the tature? 

What of the future? It has been said 
when there are no problems, there is 
no progress. The matters that I believe 
demand attention are: (1) a decision 


on whether or not NTA shall have | 


more funds, (2) the formation of prac- 


_ tical respiratory disease programs for 


affiliates, (3) the integration of the 
RD program into the over-all program, 
(4) the strengthening and expansion 
of the Education and Public Relations 
division, (5) the implementation of 


solicitation of wealthy individuals, 


corporations, and foundations, (6) the 
strengthening of the volunteer seg- 
ment of our team, (7) increased staff 
for the NTA, and (8) intensification 


of efforts to secure amalgamation of 
| small associations. 


| More funds tor NTA? 


I think the question of whether the 
NTA should have more funds should 
be resolved as quickly as possible, be- 


« ‘cause the longer this matter is pend- 


ing, the more it tends to detract 
attention from urgent program work. 


TB course well defined, 
RD largely uncharted 


The job of the NTA in tuberculosis 
control is well defined. The Arden 
House Conference has charted the 
tasks in this field. With intensification 
of efforts resulting from this confer- 
ence and the implementation of its 
recommendations, no other blueprint 
is needed. The obligation is to con- 
tinue diligently and to push toward 
eradication. 


Respiratory disease 

The expansion authorized by the 
Board into the field of respiratory dis- 
ease has posed various problems. As 
my medical colleagues have pointed 
out, respiratory disease is not a field 
foreign to that of tuberculosis. The 
problem, however, is what programs 
in this field are suitable for tubercu- 
losis associations. This is a question 
to which the Medical Section and the 
Respiratory Disease Commitee should 
give paramount consideration. Too 
many local and constituent associa- 
tions are wondering what they should 
or can do about it. They also question 
whether such a program will produce 
the response in the annual Christmas 
Seal Campaign that the battle against 
tuberculosis has supplied. 

In my opinion, the problem of inte 
grating the respiratory disease pre 
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gram into the over-all NTA program, 
moving forward to eradicate tuber- 
culosis, and at the same time creating 
elective respiratory disease programs, 
is one of the first magnitude. Since the 
Board has authorized such expansion, 
there is no point in having a strong 
tuberculosis program, with the respi- 
ratory disease program as a lame duck. 
The formation of programs in this new 
field and their integration into a hard- 
hitting, over-all program of the NTA 
isa matter that calls for the best brains 
from all segments of our team. 


Pablic relations 

When we depend entirely on the 
public for our financial support, our 
relations with the public are all- 
important. This requires an active, in- 
clusive, and competent public rela- 
tions program. The interpretation of 
what the NTA and its affiliated asso- 
ciations are doing is a year-round job, 
not one limited to the Christmas Seal 
Campaign. Other organizations in the 
health and welfare field are bending 
every effort to get the message of their 
respective activities to the public. The 
NTA cannot stand aloof. 


Christmas Seal Campaign 
Fund-raising looms large on the 
horizon. Whether the Christmas Seal 
Campaign has reached a broad pla- 
teau, only time will tell. There is a 
sttong suspicion, however, that with 
the terrific competition for the philan- 


thropic dollar that now exists, in- 
creases in the Christmas Seal returns 
will not be as great as in the past dec- 
ade. I believe that volunteer solicita- 
tion of foundations—which have multi- 
plied because of the increasing burden 
of income and death taxes—and solici- 
tation of large corporations as well as 
wealthy individuals must be pursued 
in order to bring to our coffers money 
that can be had if the effort is made. 
The question of whether the NTA 
shall make such solicitation, or 
whether the appeal should be made 
jointly with constituent associations, 
are details that certainly can be 
worked out. Problems over procedure 
should not be allowed to obscure the 
fundamental question of securing such 
funds. The addition of a staff person 
in the Christmas Seal Division to ex- 
plore such solicitation is a constructive 
step. 


Volunteers 

I believe the roles of the volunteers 
in our activity should be strengthened. 
This is no reflection on the profes- 
sionals, but rather a recognition of the 
need for securing the best-balanced 
team possible. 


Increased NTA staff 

With so many affiliated associations 
and so many volunteers and profes- 
sionals in our activities, the role of the 
NTA as the coordinator becomes in- 
creasingly important. So does the 
maintenance of NTA’s position of 
leadership. This requires, I believe, 
added staff. I cannot say emphatically 
enough that by and large the NTA 
staff, from the Managing Director 
down to the employee in the lowest 
classification, is a highly competent, 
efficient, and dedicated group of em- 
ployees. It is always easy to single out 
a mistake or to second-guess a deci- 
sion, but I think our staff deserves the 
unqualified support and commenda- 
tion of all of us. 


Amalgamation of 
small associations 


I believe the NTA should use re- 
newed efforts to bring about the amal- 
gamation of small associations in many 
areas. Grants to these associations are 
not the answer, because, on a dollars- 
and-cents basis, the potential of these 
associations in the over-all program 


and in the Christmas Seal Campaigns 
cannot justify the investment. An area 
association with proper staff can cer- 
tainly be more effective than three 
small associations with inadequate 
staff. 


NTA—its organization and its 
relationships with ATS and NCTW 


The organization of the NTA has 
both strength and weaknesses. It is 
democratic and representative. Its op- 
erations are equivalent to a fair-sized 
business operation, but unlike a busi- 
ness corporation its chief executive 
officer functions as such for a short 
period of time. While the Board es- 
tablishes the policies, yet they are sub- 
ject to various interpretations and 
emphases by different presidents. This 
tends to weaken the national leader- 
ship and places an added responsibil- 
ity on the managing director and his 
staff to try to maintain the desired 
continuity. 

The NTA, operating in the health 
field, needs a medical section. That 
medical section must be of the highest 
calibre, and the Association is fortu- 
nate in having such a group. Since 


_ Many of the questions on which the 


Medical Section must give an answer 
or an opinion have an-urgency factor, 
the expediting of the consideration of 
such matters, administratively and 
committee-wise, is a desired objective, 
as well as the timely transmission of 
actions taken to the NTA president. 

The NCTW, through its Council 
and committees, furnishes many help- 
ful suggestions, tested by the knowl- 
edge of operations and experience. 
The timely referral to the president 
of NTA of Council actions by the 
president and executive secretary of 
NCTW will improve the communica- 
tions and the teamwork. 

A year ago in an editorial in the 
Bulletin, 1 suggested that the keynote 
for the ensuing year was “Teamwork” 
—teamwork between all groups and 
on every level. A year later, I am grati- 
fied to say, such teamwork has been a 
fact. 

I feel much richer in spirit, heart, 
and mind (even though not other- 
wise) for the persons with whom I 
have been associated and the thou- 
sands of people I have met, all trying 
to improve the health of mankind. « 
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G. Taggart Evans Retires 


G. Taggart Evans, Delaware ex- 
ecutive since 1935, retired in February 
after 37 years in the field. Mr. Evans 
entered the tuberculosis field in 1924 
as assistant executive secretary of the 
Maryland association. During his first 
year as Delaware executive, he ex- 
tended the association’s organization 
and field work throughout the state, 
and he was a member of the planning 
committee which started the program 
of statewide tuberculosis case finding. 
He has held a number of national 
positions, including chairmanship of 
three NCTW committees. Mr. Evans 
will continue as consultant to the 
Delaware association and will also 
serve ex officio on the association’s 
executive committee. 


> Frank F. Pierson, Jr., has been 
named executive secretary of the Del- 
aware Anti-TB Society. Mr. Pierson, 
formerly assistant executive secretary 
of the Delaware association, replaces 
G. Taggart Evans. 


>» Kirby Monroe is the new executive 
director of the New Mexico TB As- 
sociation. Mr. Monroe, formerly a 
program consultant for the asso- 
ciation, had been acting executive 
for some time prior to his new 
appointment. 


> Robert G. Smith, previously assist- 
ant executive director in charge of 
Seal Campaign for the North Carolina 
TB Association, has joined NTA as an 
associate in the Program Development 
Division. 


» Vera S. Kares, executive director 
of the Broward County association, 
Fort Lauderdale, will join the staff of 
the Florida TB and Health Associa- 
tion about May first. She will serve 
as a generalized field consultant. 


> Mrs. Peggy Hunter is the new ex- 
ecutive secretary of the Orangeburg 
County (S. C.) TB Association, re- 
placing Mrs. Carroll E. Summers. 


> Glenn H. Fuson has joined the 
Chicago and Cook County association 
as a health educator. He was pre- 


viously executive director of the 
Buchanan County Tuberculosis Soci- 
ety in Missouri and a field representa- 
tive of the Missouri association. He 
has béen in the tuberculosis field since 
1949. 


>» Vera D. Williams has joined the 
Chicago and Cook County association 
as a health educator. Miss Williams 
received her M.S.P.H. degree from 
North Carolina College in 1956 and 
previously was associated with the 
Cook County Department of Public 
Aid. 


> W. Findley Raymond is the new 
executive director of the Louisiana 
TB Association. A member of the 
board of directors of the Louisiana 
League for Nursing and chairman of 
the Louisiana Public Health Associa- 
tion’s health education section, Mr. 
Raymond had been director of publie 
information for the TB Association 
of Greater New Orleans for the past 
eight years. 


> Karl F. Meyer, D.V.M., a former 
chairman of the ATS Committee on 
Medical Research, has been awarded 
the Jessie Stevenson Kovalenko Medal § 
of the National Academy of Sciences 
for outstanding contributions to medi- 
cal science. Director emeritus of the 
Hooper Foundation for 
Medical Research of the 
University of California, 
San Francisco, Dr. Meyer 
is world-famous for his con- 
tributions to the control of 
plague and psitticosis. An 
honorary member of the 
American Thoracic Society, 
Dr. Meyer has long been 
active in the California 
TB and Health Association. 
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